Liver abscesses are infrequent and cause 0.013 to 0.02% of admissions (1). These abscesses are located more frequently at right lobe of the liver. The major risk factor is the biliary tract disease such as stones and malignant obstruction (40-60%). The diabetes and liver transplantation are other risk factors (2).
Case report
We report the case of a 78 years-old man who was admitted with complains of fever, right lumbar pain and weigh loss of 2 kg the last three months. His past medical history included hypertension, hyperuricemia, kidney stones, and a cholecystectomy because of cholecystitis four months earlier. An abdominal ultrasound scan before the admission showed a splenomegaly (15 cm) and bilateral kidney cysts, the liver, pancreas and bile ducts were normal. Laboratory tests showed the following: elevated erythrocyte sedimentation rate, 86 mm/h, elevated C-reactive protein, 69.9 mg/L, elevated fibrinogen, 731 mg/dL and hemoglobin 11 g/dL. These laboratory findings and the persistent fever prompted hospital admission. On abdominal CT showed hypertrophy of left and caudate hepatic lobes suggestive of chronic hepatitis, a subhepatic abscess of 1 cm and a wall thickening of antrum, pylorus, duodenum and right colic flexure with regional lymph nodes (the biggest 1,7 cm) (Fig. 1) . Therefore colonoscopy was performed showing a 2 cm, elevated and central depressed lesion at the hepatic flexure (Fig. 2) . The pathologic evaluation showed necrosis and colonic mucosa without cancer. He continued with fever, elevated acute phase reactants and anemia. An ultrasound-guided drainage of subhepatic abscess was performed with a pig-tail catheter of 8,5 Fr and 40 ml of purulent fluid were evacuated, keeping the catheter in site after the procedure. Culture of the fluid grew Citrobacter freundii, Streptococcus viridians and Bacteroides spp. sensible to imipenem that was introduced. Five days after abscess drainage, a colonoscopy was again performed because the biopsy specimen was negative for malignancy. In the same location, the right colic angle, it showed a 1 cm flat lesion (Fig. 3) . Another biopsy sample was obtained again, with no neoplastic tissue observed. A follow up abdominal ultrasound did not show any subhepatic abscess and so, the catheter was retired. 
Discussion
Our patient had a subhepatic abscess (Fig. 1) secondary to laparoscopic cholecystectomy involving the right colic flexure (Fig. 2) , the endoscopic lesion disappeared after the abscess drainage (Fig. 3) . It was necessary a second drainage for recurrent abscess and 40 ml were evacuated again. A third colonoscopy was performed and there was not any lesion at the hepatic flexure.
At first, the endoscopic images suggested a colon cancer. There are a few cases reported of colon cancer and the development of a secondary liver abscess, but the location used to be in the rectum or sigmoid colon in 62,5%, the right colic flexure is a rare location. Endoscopic examination is important to establish a correct diagnosis and exclude malignancies (1) . In the present case the biopsy specimens were negative for twice.
The ingestion of foreign body can produce a gastrointestinal tear (less than 1%) and the most commonly affected areas are the duodenum, the ileocecal and rectosigmoidal regions. Fish bones are the most common foreign bodies, but this patient has not previous history of this ingestion. Usually, the abscess formation secondary to a foreign body involves the left lobe (3) .
There are other conditions that can develop a hepatic abscess such as laparoscopic cholecystectomy (LC) secondary to spill of bile fluid or gallstones to peritoneal cavity due to an accidental gallbladder perforation during the laparoscopy. In this case, the gallstones were observed neither in CT nor abdominal ultrasound. 0.1-2.9% of LC are complicated with intraabdominal abscesses, of which the most frequent location is subhepatic (31.1%). In 90.5% requires surgical treatment (4), but in this case this was not required, although a second drainage was performed. High mortality rates have been described when a second therapeutic procedure is necessary (> 40%) (5) . Surgery should be suggested when the response to a medical treatment and drainage is poor.
This case shows a misleading endoscopic suspicion of a colon cancer. Therefore, it is essential to make an accurate differential diagnosis because in some cases this abscess could be secondary to malignant colonic disease. 
